ABSTRACT
INTRODUCTION:
Sexual abuse of children became a topic of scientific enquiry at the end of the nineteeth century when Freud (1986) disovered that many of his patients had been molested or sexually victimized during childhood by adults or older siblings. The resulting seduction theory implicated sexual abuse in the aetiology of neuroses.
The abuse of children remained a relatively neglected subject until the production of Kempe et al's (1962) classic paper, "the battered child syndrome, ". This paper generated a public upheaval in the United States, which led to the enactment of child abuse reporting laws in every state. It was not until a decade later that child care and mental health professionals began to direct their attention to the problem of child sexual abuse. Prevalence rate of sexual abuse has been studied in the United Status and Canada during the past decade and it has been quite alarming. Russell (1983) reported that 38% of a random sample of 930 adult women had experienced unwanted sexual contact before the age of 18 A Canadian survey, Badgley et al (1984) , of KXXK' I females and 10003 males documented prevalence rates of 34% and 13% for the females an< r^vlcs respectively. In Russell's (1983) study, onlv ?' .v ot the intra familial and 6% of the extra faniii al cases were reported to the police or child protective services.
Awareness of child abuse, especially sexual abuse as a frequently occurrring problem in families has been given some recognition only in the last decade in India. Jain et al (1992) reported sexual abuse in childhood, associated with psychiatric morbidity in their patients. The lack of awareness and even the misconception that our cultural beliefs and joint family system,act as protective factors to our children have made us complacent and thus turn a blind eye towards this problem existing in our society. The paediatricians as well as the psychiatrists have not yet become proficient in addressing these issues. We are reporting four cases of sexual abuse in childhood which were seen in our clinic during the course of one year in order to draw the attention of the professionals to the existence of this problem in our culture also and to highlight some of the difficulties encountered in the psychiatric assessment and management of these cases.
CASE SUMMARIES:
Casel: S.A. was a 4 years old female child, who was referred from the department of dermatology with history of suspected sexual abuse. She was originally seen in the department of child health with history of vaginal discharge and referred to dermatology after gonococcal vaginitis was detected. S.A. lived with her family which consisted of her parents, younger brother, grand parents, uncle and a married aunt. Father reported that the child attended kindergarten and was always accompanied by an adult, when outside home. The child was previously assessed for developmental delay in our department and was tound to be mildly retarded.
During the interview, her parents and aunt, who were the main caretakers of the child, denied any chance of the child having sexual contact with any of the family members. They felt that the child was indiscriminate at times in her behaviour towards strangers, but there was no chance of abuse according to them, since an adult was always with her.
The parents and aunt repeately denied any possibility of genital contact. She was referred for a genital examination and there was no evidence to suggest sexual penetration although copious discharge was present at the time of examination.
The family stayed in the centre of the town, where houses are crowded together and the boundaries of each house is undemarcated. The possibility that the child could have been abused by someone outside the family, who subscribed to the belief that sexual contact with a virgin would cure venereal disease was considered but could not be investigated further because the family stopped coming to the clinic.
Case 2:
CD was a 7 year old girl who was brought for psychiatric assessment by her parents. They reported that the child was having increased frequency of micturition. They were also concerned that she was over-familiar and seductive in her behavior towards strangers. Parents reported that the child was living with her lather's sister while the rest of the family lived abroad. During the holidays, when the parents had come home, they noticed that she was frequently wetting herself and some limes she was passing urine in different parts of the house. When the mother scolded her for her behaviour, the child revealed to her that her aunt's brother-in-law had been sexually molesting her on many invasions. Child was examined for urinary trad inleetion and treated. Parents have taken her with them since this incident, but the\ find her seductive behaviour towards her father's male friends embarassmg They are afraid to leave hei younger sibling willi her in case she shows any sexuah/ed behaviour towards her.
During interview, CI) was tound to be a tall obese girl, who looked older than lu-i chronological age. She was cheerful and fneiulK and communicated well during the interview. Since tha family was going back to then place •>• work, only two sessions could be conducted. The child did not reveal anything about her e\|x-rience of sexual abuse during these interviews.
Case 3: R.J. was seven years old when she was brought by her mother to Hie clime Her mother reported that R.J. was noticed to be liulu I cm r in sexual play with her younivi brother When scolded, R.J. told her mother that her urn It' (father's brother) (had indulged in similar behav iour with her. This disclosure produced sevcic confilict in the family. The lather accused the mother and child ol lying about the IIK ulent The lather's family menilxis do not visit them any more, and the mother blames R I loi this conflictual situation m the family She suspects that R.J. might have cnroiitaged hei mule m some manner which made him make sexual advances towards her. Case 4 : S was a 10 years old girl, who was referred from department ol child health with complaints ol recurrent attacks of abdominal pain and deteriorating academic [vrlorinani < investigations revealed the presence ol gonoi c« < ,tl inflection ol die uniiaiy n.u I She w..-. i, (cued to psychiatry as a case ol probable sexual abuse. S was a thin quiet girl, small lor her ajv father alone came with the patunt He irpoidd that she was staying in her maternal giaiidlaihei's house along with her uncle and aunts, since it SEXLAL ABISL IN UiiLUiiUOD. was more convenient for her to go to school from there.
Father denied any chance of sexual abuse but he was not willing to bring any of the other family members for the interview. Mother attended one session but refused to consider any chance of the child having had sexual contact. During the session with the child, she was found to be withdrawn and uncommunicative. Both the parents were told about the definite chance of sexual contact. The child was removed from the grandparent's home. During the later sessions, she continued to remain withdrawn, but there were no reports of any physical symptoms.
DISCUSSION:
The four children described came from different family backgrounds, and from different socio-economic strata. In all the four cases, after the initial contact, further investigations and follow up were difficult and almost made impossible because of the resistance on the part of those closely involved. They had difficulty in accepting the occurence of sexual abuse in the family and used dental to reduce their anxeity. Fear of social stigma to the child and the family that might result from the disclosures also contributed to the families' reluctance to cooperate.
In the first case, the child is mildly retarded, living in a joint family setup, in a crowded environment where privacy of a family is often not well guarded. In the case of the second child, urinary symptoms, especially enuresis which is a common presenting symptom in children with history of sexual abuse brought her to medical attention. A victim of sexual abuse or molestation may behave in a seductive manner, which often results in the child being blamed as having provoked the perpetrator. In the case of the third child, the child's reported sexualized behavior towards the younger sibling led to her revealing the fact that she was sexually molested by a family member. This produced a conflictual situation in the family with the mother blaming the patient for this, which exemplifies why many of the cases go unreported. Withdrawn, uncommunicative hehavior with physical symptoms is often observed in children after sexual abuse as was seen in the child described in case 4.
Finkelhore and Browne (1986) described four traumatogenic factors-traumatic sexualisation, powerlessness, stigmatisation and betrayal. Traumatic sexualization" happens as a result of sexual stimulation and there is a reinforcement of the child's sexual responses. The child learns to use sexual behaviour to gratify numerous non-sexual needs. This leads to inappropriate and premature sexual activity. There is a sense of "powerlessness" referring to helplessness during the sexual assault leading to fear and anxiety. "Stigmatization" describes the child's sense of being damaged and blamed for the molestation which may be reinforces by peers and family members. This leads to stigma, guilt and low self esteem. "Betrayal" refers to child's development of disillusionment when sexually assaulted by a trusted parent or care giver. Betrayal leads to generalized distrust of others, hostility and anger. These factors are found to be present in these four children also when their histories are taken together. Green (1988) described a temporal and developmental perspective to account for the occurrence of immediate and long term sequelae He described sexual abuse as the repeated infliction of aggressive and sexual stimulation superimposed on a chronic back ground of pathological family interaction. The acute sexual assault includes traumatic sexualization and powerlessness and produces fearfulness and anxiety-related symptoms and dissociative reaction that satisfy the criteria for post traumatic stress disorder. The underlying chronic family dysfunction results in feelings of stigmatization, betrayal, guilt, low self esteem, mistrust, depression and pathological defenses. The interaction between the acute and long term variables is likely to potentiate their pathological impact.
Although there is consensus in the field
